Background: Dysphagia is a common complication immediately following anterior cervical spine surgery. However, its onset more than 1-year postoperatively is rare.
INTRODUCTION
Anterior cervical discectomy and fusions (ACDF) complications, include dysphagia (most common), followed by recurrent laryngeal nerve injury, Horner syndrome, esophageal perforation, infection, and graft extrusion. e prevalence of dysphagia 1-6 weeks postoperatively ranges from 28% to 57%. [1] Although the majority of symptoms resolve spontaneously, some complaints may last up to two postoperative years. [1] Here, we present the new-onset dysphagia in a 49-year-old male, 4 years following a 2-level C3-C4/C5-C6 ACDF. Symptoms were attributed to a left C3 screw extrusion into the posterior pharyngeal soft tissue with the loosening of the right C3 screw. e patient required anterior resection of instrumentation followed by a posterior C2T2 fusion. e point of this study was to highlight that the new-onset dysphagia occurring even years after an ACDF should be carefully evaluated for instrumentation failure (e.g., perforation of the pharyngeal wall).
CASE REPORT
At age 45, the patient with a history of renal insufficiency, had a C3-4 and C5-6 ACDF. Four years later, he prior presented with neck/right upper extremity pain, and worsening dysphagia. e physical exam revealed 3/5 deltoid strength on the right side, but was otherwise unremarkable.
Diagnostic studies
Lateral radiographs of the cervical spine revealed an extruded left C3 screw, which had migrated into the prevertebral soft tissues at the C4-5 level, as well as loosening of the right C3 screw [ Figure 1 ]. A barium swallow confirmed screw migration superiorly with swallowing, indicating it was embedded in the posterior soft tissue of the pharyngeal wall [Video 1].
Surgery
With the help of an otolaryngologist ear, nose, and throat specialist, the left C3 screw was removed from within the left lateral pharyngeal wall; scar tissue on the posterior aspect of the screw pocket was opened, and the inflammatory capsule surrounding it was excised without evidence of esophageal perforation. Next, the spine surgeons removed the anterior instrumentation (e.g., plate C3-C4/C5-C6), followed by placement of a new interbody structural allograft at C4-5 with a new plate, and posteriorly, and instrumented fusion from C2-T2. e patient was discharged without complaints.
DISCUSSION
Following anterior-approach cervical operations, many patients experience some degree of dysphagia, which is almost always self-limiting and may take up to 2 years to resolve. [4, 6, 7] It usually appears 2-7 days after surgery but may begin up to a month after surgery in 8-25% of patients; estimates of the incidence of dysphagia in the literature range from 3.6% to 83%. [5, 8] To assess dysphagia, dynamic imaging studies include modified barium swallow study and fiberoptic endoscopic evaluation of swallowing.
Delayed-onset dysphagia may be variously attributed to: mass effect exerted on the posterior laryngeal wall by an abscess, delayed instrumentation failure with pharyngeal versus esophageal defect, [2] Fryer et al. recently reported a case of hardware failure post-ACDF associated with dysphagia; [3] our case had clear ventral screw migration.
Radiographic recommendations to evaluate delayed onset dysphagia
We recommend preoperative dynamic imaging and intraoperative fluoroscopy for all cases of delayed postoperative dysphagia, especially those with potential for or known screw migration/instrumentation failure. A multidisciplinary approach with an otolaryngologist may be valuable to ensure safe instrumentation mobilization and removal, as well as to prepare for a possible esophageal repair. [2] CONCLUSION Anterior cervical instrumentation failure should be considered when patients who previously underwent an ACDF newly present with dysphagia months to years later; the preoperative workup should include X-rays, magnetic resonance imaging, computed tomography, and videofluoroscopic swallowing studies.
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